Objective: I hypothesize that individuals with depression lack the motivation and physical capacity required to participate in politics due to somatic problems and feelings of hopelessness and apathy. Furthermore, I hypothesize that depression in adolescence can have negative downstream consequences for participation in young adulthood.
Depression has typically been defined in terms of its psychological components and, to a lesser degree, its social components. But might depression also be a political phenomenon? There are several reasons to believe this is so. First, the sources of depression might be political in part. The Surgeon General of the United States has reported that the primary problem of depression is the inadequate distribution of treatment rather than the lack of effective treatment (Goldman 2000) . Problems of distribution are political and economic. The second reason to believe that depression is a political phenomenon-and the focus of this paper-is that it has political consequences. I demonstrate in this paper that the individuals with depression are less likely to participate in politics. The identification of a depression-participation gap contributes to a renewed interest in linking civic competence to disability, physical health, and psychological functioning (Schur & Adya 2013 , Pacheco & Fletcher 2014 The accumulation of research identifying the unequal voice of these disadvantaged citizens, including those with depression as shown here, is of normative concern. It also raises questions about other political consequences of depression. Are individuals with depression less trusting, less efficacious, or less interested in politics? Do individuals with depression have distinct attitudes from those without depression?
That the sources and consequences of depression have political contours is further magnified by the fact that depression and its treatment are distributed in social and political ways-women, racial minorities, and the poor are more likely to report symptoms of depression (Accortt, Freeman & Allen 2008 , González et al. 2010 . In other words, individuals from politically underrepresented groups disproportionately suffer from depression in part because of hurdles to treatment, barriers which are partially rooted in politics.
Depression then facilitates and reinforces existing political inequalities along gender, race, and class lines.
Indeed, it is difficult to conclude that depression is not a pressing political problem when nearly one-fifth of Americans, most often from disadvantaged backgrounds, report experiencing depression at some point in their life.
As a first step to better understanding depression as a political phenomenon, I ask: how does depression reduce political participation? Using data from the General Social Survey, a sample of adults from the United States, I examine how depression disrupts the motivation and resources necessary for participation.
Next I investigate possible developmental consequences by asking: how does depression in adolescence affect political participation in young adulthood? Research on adolescent depression reveals its negative ramifications on adult functioning. I use data from the National Longitudinal Study of Adolescent Health to show that these negative ramifications also include reduced political participation. I then consider four pathways through which adolescent depression might have an effect: personal efficacy, social interaction, educational attainment, and partisan attachment. I show that both contemporaneous and developmental depression reduce voter turnout and other forms of participation in the United States. Moreover, the effect of adolescent depression is partially mediated through reduced educational attainment and partisan affiliation. I conclude by discussing depression in the context of disability, specifically comparing the medical and social models of disability and the implications of each for reducing political inequality.
Depression in the United States
The Diagnostic and Statistical Manual (DSM-IV), published by the American Psychiatric Association, defines major depressive disorder as "the loss of interest or pleasure in nearly all activities" (APA 2000) .
Common symptoms of depression include loss of energy, low self-esteem, concentration problems, changes in eating and sleeping patterns, and thoughts of suicide. Its mildest consequences might include reduced productivity at work or strained social relationships, while the most severe consequences might include a catatonic state, suicide attempts, or suicide. The World Health Organization recently concluded that depression is the leading cause of disability among non-elderly adults in the United States (Mathers, Fat & Boerma 2008) .
The National Comorbidity Survey Replication (NCS-R) estimated lifetime prevalence (i.e., having experienced depression in the past) to be 16.2% and 12-month prevalence (i.e., having experienced depression in the past 12-months) to be 6.6% (Kessler et al. 2003) The NCS-R is critical to our understanding of depression as a political phenomenon because it connects the experience of depression to key characteristics of the population. The study found a higher prevalence of depression among younger adults, women, individuals without a high school education, the unmarried, and the poor. Unfortunately, this same study found that only "57.3% of respondents with 12-month [depression] received some type of treatment in the 12 months before the interview" (Kessler et al. 2003, p. 3102) . Moreover, only 21.6% of respondents received treatment that was deemed "adequate" by the team of psychiatrists, psychologists, and doctors conducting the study.
This finding is consistent with earlier research that shows substantial under-treatment of depression in the United States (Olfson et al. 2002) .
While depression is often discussed in clinical terms, sub-clinical depressive symptoms are also important as they affect a larger portion of the population. In the sections that follow, the term depression refers to symptoms that merit or would merit a clinical diagnosis, while the term depressed mood refers to the experience of one or more symptoms regardless of their clinical status. Thinking about depressive symptomology in terms of a gradient rather than a threshold allows for a more thorough investigation of how depressed mood-rather than a knife-edge, clinical diagnosis of depression-affects behaviors. Moreover, a depressed mood spectrum captures the effects of clinically significant but non-major depression, such as dysthymia and minor depression (Lavretsky & Kumar 2002) .
Depression and Politics
Models of political participation have not examined depression, or mental health more generally, as thoroughly as other factors like motivation, recruitment, or resources (Brady, Verba & Schlozman 1995 , Rosenstone & Hansen 1993 . Perhaps the research that most clearly addresses a mental health-participation linkage comes from Plutzer and Wiefek (2006) and Schur and colleagues (2003) . Plutzer and Wiefek found that turnout was affected by personal efficacy, but unrelated to a "nervous-sad" scale, symptoms of mental illness, or feeling positive about life (2006). Schur and colleagues found that mental impairment was unrelated to internal efficacy, external efficacy, or civic skills (2003) . While these studies indicate that mental health is unrelated to political behavior, they also come with some limitations. The former, which examines voting in Chicago mayoral elections, uses a sample of African-American inner-city women and is therefore not nationally representative. The latter uses broad measures of mental disability-whether respondents have trouble learning, remembering, or concentrating-which may be reflective of depression, but may also reflect any number of mental health problems. Therefore, to the best of our knowledge, the central question of this paper-what is the effect of depression on political participation?-has not been investigated with both well validated measures and a nationally representative sample.
I propose two reasons why depression reduces the probability of political participation. The first is that depression reduces the motivation to participate via reduced political trust and efficacy. Individuals with depression tend to have a sad, anxious, or flat mood and often report feelings emptiness, hopelessness, and apathy (Ainsworth 2000 , Melges & Bowlby 1969 . If a feeling of hopelessness, or the lack of a "perceived capability to derive pathways to desired goals" (Snyder 2002) , extends to the political domain then depressed individuals will express a lower level of internal efficacy (e.g., "I'm incapable of making a difference") or a lower level of external efficacy (e.g., "government doesn't care what I think") or both. Political trust, which can be thought of as positive anticipation of government behavior (Dunn & Schweitzer 2005) , might also be affected by feelings of hopelessness, which is fundamentally a negative expectancy about the future.
Individuals with depression interpret information through negative schemata (Beck 1963) and are therefore prone to be distrusting of government if the negative schemata extend to information about politics. Because efficacy and trust motivate participation (Abramson & Aldrich 1982 , Pattie & Johnston 1998 , it seems likely that depression impacts participation via these pathways.
The second reason draws on the logic of the resource model of participation (Brady, Verba & Schlozman 1995) . I argue that political participation requires physical exertion in addition to the traditionally studied resources of money, time, and civic skills. The physical demands of participation have been extensively demonstrated by research that shows that physical disabilities substantially lower an individual's probability of voting (Schur et al. 2002) . Depression likewise reduces the somatic capacity of an individual and therefore reduces the resources an individual has for political participation. Somatic complaints, including a lack of energy (Chakraborty et al. 2012) , headaches, neck pain, and muscle soreness (Muñoz et al. 2005) , and a heavy feeling in the arms and legs (Vaccarino et al. 2008) , are common among those experiencing depression. More recent research by Pacheco and Fletcher (2014) further corroborates the physicality of political participation as they find a negative correlation between general health and political participation.
Adolescent Depression and Politics
I also consider depression's developmental effects on political participation in addition to the consequences of contemporaneous depression that I articulated earlier. Research shows that impairment to adult psychosocial functioning, such as educational attainment, social ties, and healthy lifestyles, can result from adolescent depression independent of depressive symptoms experienced in adulthood (Glied & Pine 2002) .
Might this also be true of political participation? There are several reasons why it might be. The foremost reason, at least with respect to voting, is that participation in a citizen's first eligible election impacts par-ticipation in subsequent elections (Plutzer 2002) . Depression in adolescence may lead to non-voting in an individual's first election which then sets him of her on a trajectory to become a habitual non-voter later in life. That is to say that depression in adolescence may create an inertia that guides the probability of participation over the life course.
Inertia aside, there are also mediating factors that link depression in adolescence to participation in adulthood. I explore four of these outcomes in this paper: social interaction, party identification, educational attainment, and personal efficacy.
Social interactions. Social interactions increase participation by leveraging feelings of social desirability regarding norms of participation (Gerber, Green & Larimer 2008 , McClurg 2003 . Individuals with depression tend to be socially isolated (Rubin & Coplan 2004) , have reduced intimacy in their close relationships (Murphy 1985 , Tse & Bond 2004 , and are more withdrawn and less talkative (Ainsworth 2000) .
If depression diminishes the influence of social desirability through less frequent social interaction, then a motivation for participation has been removed and the likelihood of being mobilized reduced.
Party identification. Strength of party identification enhances participation by increasing motivation, reducing the need to gather information about candidates (Abramson & Aldrich 1982) , and increasing the likelihood of being mobilized (Huckfeldt & Sprague 1992) . But because individuals with depression often lack a sense of belongingness (Cockshaw & Shochet 2010) , we might expect partisan attachments to be weaker.
Educational attainment. Education increases turnout by developing the requisite civic skills; individuals with stronger verbal skills and more exposure to a social science curriculum tend to be the most politically active (Hillygus 2005) . Adolescent depression has been shown to impair educational outcomes, including attainment and performance (Glied & Pine 2002 , Humensky et al. 2010 ), so we might expect education to account for some of the effect of adolescent depression on participation.
Personal efficacy. The feelings of hopelessness associated with depression could, in the political domain, translate to a low level of internal efficacy (e.g., "I'm incapable of making a difference") or a low level of external efficacy (e.g., "government doesn't care what I think") or both. Because efficacy motivates participation (Abramson & Aldrich 1982 , Pattie & Johnston 1998 , it seems plausible that depression affects participation through reduced efficacy.
Analysis
Two datasets are employed in this analysis: The General Social Survey (GSS) and the National Longitudinal Study of Adolescent Health (Add Health). The General Social Survey is used to test the hypothesis that adult depression reduces adult voting. The Add Health is used to test the hypothesis that adolescent depression reduces voting and other forms of participation in young adulthood. One dilemma often encountered with mental health research is the overreliance on samples of the clinically ill and the under-sampling of those without mental health diagnoses. Fortunately both datasets overcome this problem. The GSS is a nationally representative sample of adults in the United States and provides variation across gender, race, income, education, and age. This ensures that the sample represents the full range of depressed moods experienced in the population. Although restricted to young citizens, Add Health is also a nationally representative sample. The Add Health makes up for the shortcomings of the cross-sectional GSS data by allowing the developmental effects of depression on political behavior to be explored.
Analysis of GSS Sample
The GSS is an annual (1972-1993) and biennial (1994-2010) survey that asks a range of questions regarding social, political, and economic issues. The 1998 GSS questionnaire included questions about both depressed mood and voting. Although the total sample size is 2,832, the questions about depressed mood randomly appear on three of the six versions of the questionnaire thereby reducing information about depressed mood to only a subset of respondents.
The dependent variable is self-reported turnout and was measured by asking respondents whether they had voted in the 1996 presidential election. About 67% reported voting. The key independent variable is a scale that was created by summing answers to four questions about depressed mood: "In the past 30 days, how often did you feel: 1) so sad nothing could cheer you up, 2) hopeless, 3) that everything was an The scale is reliable, α = 0.80. Because so few respondents report severe depressed mood, the higher values are collapsed into a single value so that the scale ranges from 0 to 9 (alternate specifications are discussed in footnote 1). The scale is then transformed so that it ranges in value from 0 to 1 (mean = 0.30, SD = 0.29).
An initial examination of the bivariate relationship between depressed mood and voting is shown in Figure 1 . The graph plots a loess line predicting self-reported turnout across values of depressed mood. The probability of voting sharply decreases as the severity of decreased mood increases from 0 to 1. Respondents who report no depressed mood have a 0.75 probability of voting, while respondents who report the most severe depressed mood have a probability of voting that is less than 0.5.
[ Figure 1 about here]
The multivariate analyses are logistic regressions that predict self-reported turnout using depressed mood. I estimate several models to control for possible confounding factors, including a demographics model, a partisan strength model, a general health model, a social capital model, and a happiness model. The final model combines the variables across models. All models use weights (wtssall) in order to adjust for the unequal probability of selection due to variation in the number of adults in sampled households. Dummy variables are created for sex (1 = female; mean = 0.52), race (black = 1, mean = 0.13; non-black/non-white = 1, mean = 0.06), and marital status (1 = married, mean = 0.58). Education is measured by the number of school years completed by the respondent and ranges from 0 to 20 (mean = 13.3, SD = 2.9). Income is measured using estimated family income adjusted to 2000 constant dollars and rescaled to increments of $1,000 (mean = $49,542, SD = $38,316). Age ranges from 18 to 89 (mean = 44.7, SD = 15.9). Partisan strength is a folded 7-point party identification scale that ranges from 0, or no affiliation, to 3, or strong party identification (mean = 1.71, SD = 0.96). General health is measured using self-reported that includes poor, fair, good, and excellent. Dummy variables are created for good (mean = 0.47) and excellent (mean = 0.34) with poor/fair serving as the reference category. Church attendance is measured a 9-category ordinal variable ranging from 0, or never, to 4, or once a month, to 8, or more than once a week (mean = 3.68, SD = 2.73). Finally, happiness is self-reported as very happy, pretty happy, or not too happy. Dummy variables are created for very happy (mean = 0.33) and pretty happy (0.55) with not too happy serving as the reference category; happiness is included to ensure that depression is not simply picking up a "happiness" effect (Flavin & Keane 2012) .
The results from the logistic regressions are presented in Table 1 and confirm the findings from the bivariate analysis. The results show that the probability of voting decreases as the severity of depressed mood increases, even after controlling for demographic characteristics, partisan strength, general health, church attendance, and happiness levels. 1 Consistent with past research, more educated, richer, and older respondents were more likely to vote. Likewise is true of respondents who had a stronger partisan identification and attended church more regularly. Also shown in Table 1 are the first differences for the statistically significant variables in the full model. A first difference is an estimate of the percentage change in the probability of voting given a one standard deviation change in a continuous variable or a 0 to 1 change in a dichotomous variable, while all other variables are held at their median. The results show that a one standard deviation change in depressed mood has a comparable effect to a one standard deviation change in income or a change in marital status from single to married. 2 [ Table 1 about here]
The findings provide evidence of a depression-turnout linkage in a nationally representative sample that is of a magnitude that warrants further consideration. This effect holds even after controlling for age and education, which are the primary predictors of turnout, key demographic characteristics such as race, gender, and class as well as a host of plausible confounding factors such as partisan strength, general health, church attendance, and happiness. One additional concern needs to be addressed: the temporal ordering of the depression and turnout variables. The measure of depressed mood is based on experiences in the 30 days prior to the interview. The measure of turnout is based on an election that occurred about a year and half before the interview. Therefore turnout temporally precedes the experience of depressed mood for respondents in the data. This is a common problem in survey-based cross-sectional studies of political behavior-the measurement of turnout usually precedes the measurement of education, income, marital status, and party identification. While less than ideal, this mismatch will only downward bias estimates of the depressed mood effect. There is continuity in depressed mood across the life course such that many of the respondents who would have reported depressive symptoms at the time of the election will also report depressive symptoms at the time of the interview. The same is true of respondents who reported no or few symptoms. In contrast, a smaller number of respondents who experienced depressive symptoms at the time of the election will report no or few symptoms at the time of interview and vice versa. These latter respondents will muddy the depression-turnout linkage because they give the appearance that depression and turnout are unrelated. I therefore conclude that the depression-turnout gap is real and, in all likelihood, underestimated.
Analysis of the Add Health Sample
The Add Health has several measures of political behavior, including self-reported vote and a participation scale. Self-reported turnout is measured by asking eligible respondents whether they voted in the 2000 election. About 41% of respondents reported voting. Political participation is a dichotomous measure based on whether respondents reported one of the following activities: participating in a political club or organization, contributing money to a political party, contacting an official, running for public office, running for non-public office, or attending a rally. About 7.8% report at least one of the activities.
Depression is measured using items from the Center for Epidemiologic Studies Depression Scale (CES-D) (Radloff 1977) . The scale consists of 20 items, 19 of which are available in Wave I and Wave II and nine of which are available in Wave III. The nine common items are: "How often was each of the following things true during the past week?
• You were bothered by things that don't usually bother you.
• You felt that you could not shake off the blues.
• You felt that you were just as good as other people.
• You had trouble keeping your mind on what you were doing.
• You felt depressed.
• You felt that you were too tired to do things.
• You enjoyed life.
• You felt sad.
• You felt that people disliked you." The multivariate analyses are logistic regressions that predict self-reported turnout and political participation using both adolescent and adult depressed mood. 3 All analyses use weights to adjust for the unequal probability of selection and panel attrition; all models control for standard demographic characteristics, including sex, race, education, age, general health, as well as characteristics of parents, including parental income, education and civic engagement. 4 Dummy variables are created for sex (1 = female; mean = 0.49), and race (black = 1, mean = 0.14; non-black/non-white = 1, mean = 0.10). Education is measured by the number of school years completed by the respondent and ranges from 6 to 22 (mean = 13.0, SD = 1.9).
Age at the time of the Wave III interview ranges from 18 to 28 (mean = 21.0, SD = 1.7). Parental income is measured in increments of ten thousand dollars, ranging from $0 to $100 (mean = 4.6, SD = 4.6). Parental education is measured by two dummy variables that indicate the highest degree earned (high school = 1, mean = 0.42; college or above = 1, 0.43). Parental civic engagement is measured as a dummy variable based on self-reported participation in any of the following organizations: parent/teacher organization, military veterans' organization, labor union, hobby or sports group, or civic or social organization (mean = 0.53). A control variable for general health is also included. General health is measured by responses to the question "In general, how is your health?" Response options range from 1-5 and include excellent, very good, good, fair, and poor. Responses are reverse coded and then transformed to a 0-1 scale (mean = 0.75, SD = 0.22).
The results from the logistic regression are presented in Table 2 . Adolescent depressed mood negatively affects turnout and other forms of political participation. Adult depressed mood negatively affects turnout, but not other forms of political participation. Education, parental income, and parental education positively predict turnout and participation. Black respondents are more likely to be politically active, while females are less likely to be so. Age negatively predicts participation. 5 [ Table 2 about here] Table 2 also displays the first differences in the predicted probability of voting and participating.
A first difference is calculated as the percentage change in the probability of voting given a one standard deviation change in a continuous variable or a 0 to 1 shift for a dichotomous variable, while holding all other variables at their median. The results show that depression has similar-sized effects on voting as general health and parental income. With respect to participation, depression has similar-sized effects as age and parental civic engagement. Comparisons between the effects of depression and dichotomous variables are more difficult to assess. On the one hand, 0 to 1 changes in race and parental education exert larger effects on voting than does a one standard deviation change in depressed mood. On the other hand, a 0 to 1 change in depressed mood, while not reported in Table 2 , has a larger effect than a 0 to 1 change in either race or parental education. The same is true of comparisons between depressed mood and gender and parental education in the participation model. Thus, while the GSS showed an association between the depressed mood and participation, the longitudinal data demonstrates a casual linkage between the two.
Mediation in the Add Health Sample
Why does adolescent depressed mood affect voting and participating? While the mechanisms underpinning the contemporaneous effects of depression are straightforward, the answer to this question is less clear and merits further consideration. This is especially true in light of the fact that adolescent depression affects participation even when individuals show no recurring depressive symptoms in young adulthood.
Earlier I suggested four potential mediators: social interactions with friends, affiliation with a political party, educational attainment, and personal efficacy. I hypothesized that adolescent depression negatively affects each of these factors and, in turn, negatively affects political participation. Mediation analyses will identify which of these factors, if any, provide a statistical accounting for the observed depression-participation linkage.
Social interaction with friends is measured by asking respondents "In the past seven days, how many times did you just 'hang out' with friends, or talk on the telephone for more than five minutes?" Response options range from 0 times to 7 or more times (mean = 4.33, SD = 2.4). Partisan affiliation is measured dichotomously based on the question "Do you identify with a specific political party?" About 35% of respondents answered affirmatively. Educational attainment is measured as the highest grade completed by the respondent, with responses ranging from 6 to 22 (mean = 13.19, SD = 2.0). Personal efficacy is measured using responses to the question "When you get what you want, it's usually because you worked hard for it." Response range from 1, or strongly disagree, to 5, or strongly agree (mean = 4.06, SD = 0.87). 6 All the mediators are measured at Wave III, with the exception of personal efficacy which is measured at Wave II.
In order to estimate the proportion of the adolescent depression's total effect mediated by each of the four variables, I use regression-based analysis and then use a bootstrap method to obtain standard errors and assess the statistical significance of the mediated effects; this procedure is done using the mediation package in R (Tingley et al. forthcoming) . Each mediator is analyzed in a separate model because little is known about the pathways from depressed mood to participation and we want to err on the side of identifying potential mediating factors rather than ruling them out. The analyses control for adult depressed mood, gender, race, age, education, general health, parental income, parental education, and parental civic engagement. 7 The results from the mediation analysis are shown in Table 3 . The two sections in the table correspond to 1) models that predict voting, and 2) models that predict the broader array of activities in the political participation scale. Within each section, the rows represent separate mediation analyses and are ordered from strongest mediating effect to weakest mediating effect. Because voting and participation are binary outcomes, the coefficients can be interpreted as changes in the probability of observing each outcome given a one unit change in depressed mood. The proportion of the total effect that is mediated can be calculated by comparing the indirect effect to the total effect. For example, model one is the effect of adolescent depressed mood on voting mediated through educational attainment. The total effect is the sum of the direct and indirect effects (e.g., -.112 + -.062 = -.174), which means that 36% (i.e., [-.062/-.174] x 100) of the total effect of adolescent depressed mood on voting is mediated through educational attainment. For both voting and political participation, the effect of adolescent depressed mood is partially mediated through educational attainment and party identification, weakly mediated through social interaction, and not at all mediated through personal efficacy.
[ Table 3 about here]
Sensitivity Analysis
Mediation analysis entails the sequential ignorability assumption that is not always met with observational data (Imai et al. 2010 ). This assumption can be expressed in two ways. First, the error terms from the model predicting the mediator do not correlate with the error terms from the model predicting political participation. Second, there are no omitted confounders that correlate with both depressed mood and each of the mediating variables. Violations of the sequential ignorability assumption might lead to incorrect inferences from the mediation analyses. Imai and colleagues (2010) have shown that sensitivity analyses are a useful tool for assessing how large a correlation, either between error terms or with an omitted confounder, would be required to undermine the inference of mediation. As explained in Appendix A, I test the degree to which the mediation analysis results are robust to these violations.
The results of the sensitivity analysis show that the mediating effects of education and party identification on voting are robust to a moderate violation of the sequential ignorability assumptions. For example, if an omitted confounder were correlated 0.20 or higher with education and with depressed mood then the mediating effect would in fact be zero. With respect to participation, the mediating effect of education and party identification are somewhat sensitive to the violation of the sequential ignorability assumptions and therefore merit further attention before they are confirmed or disproved as mediators. For example, an omitted confounder correlated 0.10 or higher with education and with depressed mood could account for the mediating effect of education. The effects of social interaction appear very sensitive in models of voting and participation and should be interpreted cautiously in this light.
Discussion
Depression is a much too common problem in the United States. Past research has identified economic, familial, and social consequences of depression, to which we can now add political consequences.
Depression consistently and negatively affects voting and political participation. More than just contemporaneous effects, depression also has developmental consequences for political behavior. Adolescent depression has the potential to set individuals on a trajectory of political disengagement in adulthood. Results from the mediation analysis further indicate that the effect of adolescent depressed mood on political behavior operates by reducing educational attainment and partisan affiliation. Although it was not possible to examine with available data, political efficacy, interest, and knowledge might also be impaired by depression.
Depression as a Mental Disability
The evidence, both in this paper and elsewhere, shows that depression has a disabling effect across life domains. But are the sources of depression's disabling effects biological, social, or a combination of the two? How this question is answered-using either the medical model of disability or the social model of disability-has implications for policies that seek to address it and its consequences, including the depressionparticipation gap. The medical model would characterize depression as an illness whose consequences can only be eliminated through its clinical diagnosis and treatment (World Health Organization 2004 ). The social model would characterize depression as a result of systemic barriers to the well-being and functioning of individuals in society which can only be remedied through social accommodations (Oliver 1990) . Because theorizing in the field of disability studies has tended to focus on physical disabilities and learning disorders, mood disorders such depression have been left unattended.
To date, depression has been primarily understood as a psycho-medical condition and therefore studied through the medical model of disability, although not explicitly stated as such. Emphasis has been on the psychological origins and processes underpinning depression and how they might be treated through psychiatric and medical means. Thus the primary remedies for depression are therapeutic and pharmacological treatments. However helpful any treatment may be, it is still not a panacea: it can only address depression after an individual has become depressed. It cannot prevent the onset of depression or change the social circumstances that give rise to and perpetuate the experience of depression.
It is therefore worthwhile to theorize about depression in terms of the social model, especially because the experience of a mood disorder such as depression is largely rooted in social circumstances. Depression is socially-situated in so far as it is not something that simply "happens" to someone but arises out of the circumstances of life. This is compounded by the fact that traditionally disadvantaged groups disproportionately experience depression. These facts mean that the consequences of depression can be traced to their sociopolitical origins. Still, it is not readily clear-which is not to say it is impossible-how depression might be socially accommodated like other disabilities are accommodated. The common example is that individuals in a wheelchair can and should be accommodated through the provision of wheelchair ramps in lieu of stairs which are the standard accommodation for abled-bodied persons. But what are reasonable accommodations with respect to voting for individuals with depression?
While the answer to this question is beyond the scope of this paper, it is worth anticipating a few possible response. The first and obvious solution is the universal prevention of depression; this represents the ideal outcome. However, short of that, there are a few other plausible responses. One is to focus on the motivational consequences of depression. Earlier I argued that individuals with depression would be less likely to participate because they lacked the motivation to do so. The issue of motivation presents new challenges to the social model of disability which has tended to focus on mobility, vision, hearing, or cognition. Indeed, the concept of accommodation within the social model assumes the presence of a motivation that cannot be realized due to the structure of the environment. But are there parallel accommodations when it is motivation itself that is impaired? It would seem that accommodating a lack of motivation to engage in extracurricular activity must entail social interaction; here mobilization efforts may be helpful, whereby campaigns or community organizations (e.g., The League of Women Voters) target individuals with depression or depression symptoms. The second possible response to the question of accommodations is to focus on the physical capacity of participation. I argued that individuals with depression would be less likely to participate because they lacked the somatic capacity to engage in the physical requirements of participation. The physicality of participation has been addressed with respect to other disabilities: individuals who cannot see or walk have been accommodated in ways that have increased participation among these groups. Thus it may worthwhile to devise less physically-demanding forms of participation to accommodate at least some individuals with depression, such longer windows for voting, assisted-voting opportunities, or absentee voting.
A Political Cycle of Depression
Future research into depression as a political phenomenon should take several avenues. One avenue, based on the prima facie evidence thus far, is the possibility of a political cycle of depression. This cycle would entail three steps: 1) individuals with depression are unlikely to participate in the political process, 2) the lack of participation leads to underrepresentation and a lack of policies that benefit those with depression, and 3) the lack of beneficial policy outcomes perpetuates the experience of depression. And so it repeats.
I have shown evidence in this paper for the first step of this cycle. Are the other steps plausible?
Cursory evidence indicates that the second step, in which low participation leads to underrepresentation and poor policies, has some initial plausibility. Research has demonstrated such a pattern among other underrepresented groups, such as the poor (Hill & Leighley 1992) , which raises the possibility that a pattern would also hold for individuals with depression. Likewise is true of the third step in which poor policies for depression prevention and treatment reinforce the experience of depression. Public policies addressing mental health have often lagged (e.g., housing policies, employment policies), although attempts to target issues of mental health have been made (e.g., The Mental Health Parity Act of 1996, The Affordable Care Act) with varying degrees of success (Klick & Markowitz 2006) . Thus policy has the potential to both perpetuate and mitigate the prevalence of mental health issues including depression. Although this cycle may have face validity, there has been little systematic empirical research to confirm any of the linkages.
Perhaps more important is to know how this cycle interlocks and reinforces other challenges to democracy, such as the income-participation gap, the underrepresentation of women and racial minorities, and the exclusion of individuals with disabilities. These groups disproportionately suffer from depression which further problematizes the possibility of a political cycle of depression. Political inequality is compounded if the conditions that lead to a reduced political voice (i.e., poverty, gender, race) also give rise to depression and all of its burdens. Future research should investigate the degree to which depression is a mechanism that reduces the political voice of these groups and thereby reproduces the inequalities they face.
Notes
1 As mentioned previously, several of these demographic factors, including gender, race, age, and income, are related to depression. This raises concerns about multicollinearity among the independent variables in the regression model. I calculate a variance inflation factor (VIF) to assess the degree to which the results are affected by multicollinearity. The VIF here is 1.3 which suggests a minimal degree of multicollinearity (Agresti & Finlay 1986 ).
2 These findings are robust to other specifications of the depressed mood scale. A model in which the dependent variable is not top-coded produces a similar-sized effect. To further verify that the top-coding of respondents with severe depressed mood did not affect the results, a separate "severity" variable was created that measures the difference between a respondent's score and the top value of 9 for respondents with scores above 9. Because this variable is not significant-either because there is a threshold on the degree to which increases in depressed mood affect voting behavior or because the sample size is very small for values of depressed mood greater than 9-it was omitted from the final model specification. Similar and statistically significant results are also produced by using a logged version of the depressed mood scale, which again suggests that the effect on voting decreases at higher values of depressed mood.
3 Ideally, a model that draws on longitudinal data would control for unobserved time-invariant unit heterogeneity by using fixed effect or changes scores; however, this approach is not feasible with the current data because the dependent variables are measured in only Wave III. * p < 0.05 (two-tailed) Note: Analyses conducted using the 1998 General Social Survey. Cells show odds ratios from a logistic regression model; standard errors are shown in parentheses. First differences are percentage point changes in the probability of voting given a one standard deviation change in the continuous variables or a 0 to 1 change in the dichotomous variables while all other variables are held at their median. Table 2 . Total effects may differ across models because of small changes in sample size due to missingness on the mediating variables; the direct and indirect effects may not exactly sum to the total effects due to rounding.
Figure 1: The probability of voting decreases as the severity of depressed mood increases 
